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Chairman of the London Medical Service Sub- 
committee and sometime Assistant Secretary of 
the Ministry of Health — 


It was manifest from the outset that the 
labours of the Medical Planning Com- 
mission would not be restricted by its 
terms of reference, which were “ to study 
wartime developments and their effect on 
the country’s medical services both 
present and future.” The Commission 
has- proceeded to consider the whole 
question of the future of the medical 
services, whether as affected by wartime 
developments or otherwise. It is to be 
congratulated on an exceedingly interest- 
ing and well-balanced draft interim re- 
port, on the wisdom of publishing the 
report as a draft, and asking that it 
should be freely discussed by the pro- 
fession. It is possible that the commen- 
tary of a layman—not without experience 
of administration—who has tried to keep 
himself informed of medical opinion 
over a period of years may be of some 
collateral value. 


With the “broad definition of the - 


objects of medical service in 
country,” as adopted by the Com- 
mission, there must be universal agree- 
ment. The differences of opinion begin 
when it is considered how the objects are 
to be attained. 


The Case for Extension of N.H.I. 


In paragraphs 47 and 48 of the draft 
report it is stated that the majority view 
is against a whole-time salaried Govern- 
ment service. It is contended that “ the 
quality of individual service would not 
necessarily be improved by the replace- 
ment of a variable income by a fixed 
income or by the substitution of the 
State for the individual in the selec- 
tion and employment of a doctor... . 
National Health Insurance has proved 
a greater success than was anticipated 
either by its supporters or by its op- 
ponents. ... Its medical service con- 
tains features which have proved to be 
essentially sound, such as free choice of 
doctor, the minimum of interference by 
the State, and the central negotiation of 
terms and conditions of service.” 

As regards the question of the quality 
of the service being improved by the 
replacement of a variable income by a 
fixed income, it is surely unnecessary to 
say that no serious student of the subject 
has ever contended that an alteration in 
the method of remunerating the doctor 
would greatly affect the quality of the 
service which he gives. Has it not fre- 
quently been contended in support of the 
capitation system of payment under the 
N.H.I. scheme that a doctor will give 
as good a service when he is paid by a 


_capitation fee as if paid a fee for each 


attendance or for each service rendered? 


But the question arises whether the 
objects of reform in medical practice as 
set out by the Commission are best 
attained and the best standard of medical 
service reached under a system of com- 
petition for patients, sale. of practices, 
and all the financial troubles inherent in 
that system, particularly in the case of 
doctors wishing to establish themselves 
in practice. Criticisms offered by general 
practitioners themselves and summarized 
in the draft report form a grave indict- 
ment, but the gravity of the problem is 
by no means understated. The financial 
strain in many cases is becoming an in- 
creasingly serious menace to the effi- 
ciency of the medical practitioner. 

Is it unfair to say that the medical 
profession has learned from industry the 
value of competition but has not to any 
large extent learned the value of organ- 
ization? It is surely organization of 
medical practice which is necessary to 
procure the best results; the method of 
payment has not, or should not have, 
any real bearing on the question. 


Employment of Doctor and Free Choice 


The phrase “the substitution of the 
State for the individual in the selection 
and employment of a doctor” has about 
it a disarming air of rhetoric. Under the 
National Health Insurance scheme there 
is no selection of doctors for employment 
in the service; every registered practi- 
tioner can enter the service by signing 
his name, and it requires the operation 
of a very formidable piece of machinery 
to secure his removal. 

It cannot be seriously thought by 
critics of any scheme of organized 
national medical service that any _ re- 
sponsible body of persons is going to 
propose that the “State,” through the 
agency of, let us say, the Civil Service 
Commission, is to select the men to be 
engaged in the medical service. The pro- 
posal which would command the most 
general assent would be that set out in 
para. 52 of the report, whereby a Central 
Medical Services Board “ predominantly 
medical in its composition ” would have 
“executive functions in regard to the 
entry of the profession into the service.” 
The statement about selection of the 
doctor by the individual—as opposed to 
selection by the Staie—is difficult to 
understand, but it presumably refers to 
the free choice of doctor, which is, in 
theory, one of the cardinal features of 
service under the National Health Insur- 
ance scheme. 

Is there not in this matter a wide 
difference between theory and practice? 
No one would deny the value of the 
principle stated on medical grounds ; 
equally no informed person would assert 
that it is a vital factor under the National 
Health Insurance scheme with more than 
a small proportion of the patients. There 
is a constant change of population. Large 
numbers of people probably move every 
few years, and when they come into a 


fresh «district they are faced with the 
choice of a fresh doctor. Is it seriously 
contended that any large proportion of 
them choose their doctor on any other 
grounds than proximity or the casual 
advice of a neighbour? Then, again, is 
not the recognition of the capital value 
of practices, so that they are bought and 
sold, in direct conflict with the idea that 
insured persons display any anxiety about 
the particular doctor who should attend 
them? It is not open to question that 
when a practice changes hands and the 
insured persons on the outgoing doctor's 
list are all notified they will auto- 
matically pass on to the list of the in- 
coming doctor, unless they make a fresh 
choice; a quite insignificant number 
make such a fresh choice. 

The right of a patient to choose his 
own doctor can be widely recognized 
under any scheme of national service, 
whether salaried or not, and there seems 
to be no inherent difficulty whatever in 
giving full play to the principle of free 
choice of doctor to the extent to which 
the choice is likely to be exercised. The 
experience of 30 years of insurance 
administration does not give any support 
to the view that a proportion of patients 
coming to a health centre would exercise 
the right of choice of doctor to such an 
extent as to create an embarrassment in 
the distribution of the patients among the 
doctors. .At the outset, of course, there 
would have to be considered such ques- 
tions as the right of the doctor coming 
under the scheme to bring with him, as 
it were, to the local centre his existing 
patients ; indeed, this would be a com- 
mon-sense beginning. If a doctor had 
an embarrassing number of patients, so 
that he would have an unfair share of 
the work, the difficulty could probably 
be met by informing the patients of the 
right they already enjoy to exercise a 
fresh choice. It may safely be predicted 
that the majority would have to be 
allocated, and naturally as many as 
possible would be left where they were. 


Minimum of State Interference 

There is always the danger of a cer- 
tain amount of prejudice being intro- 
duced into these discussions by the use 
of the word “ State,” with its implications 
of State interference with the proper and 
normal functions of doctors and of a 
cast-iron discipline and control under- 
mining the doctor’s efficiency. These 
can be avoided at the outset of the estab- 
lishment of a national service by the 
proper organization of the central and 
local administration, so that the medical 
profession has a clear and definite voice 
in those matters which affect the per- 
sonnel and the quality and kind of the 
services to be rendered; and especially 
in the organization of the services at the 
health centres and with the content of 
those services. 

Is the profession really satisfied with 
the present complications involved in 
having to deal with the title to benefit 
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of an insured person and with the dis- 
ciplinary machinery, even though it ad- 
mittedly does not function to any large 
extent, this again being due very largely 
to the apathy of the insured persons? 


Scope of a National Service 

Those who press for the extension of 
the National Health Insurance medical 
service to the dependants of the present 
insured persons and to those of a “ like 
economic status” often overlook the fact 
that the limit of £420 in the compulsory 
scheme is not a limit of total income, 
and that even as a limit of remuneration 
it does not apply to the great mass of 
the insured population—namely, those 
who are engaged in manual labour. The 
proposal bristles with such difficulties 
that it may well prove to be imprac- 
ticable. Who is to decide? Are the 
income-tax authorities to come into the 
scheme? Can it be visualized what 
Parliament is likely to think of such a 
proposal? 

And if an individual is held to be out- 
side the scheme, is he to be debarred 
from the facilities afforded at the health 
centre, notwithstanding that as a tax- 
payer he has contributed to the cost? 
For in a national scheme, if gigantic 
complications and difficulties are to be 
avoided, there can be no datum line 
where people would cease to contribute 
towards the service. The health of the 
community is the first consideration of 
the community as a whole, and the time 
is not far distant when it will be recog- 
nized that everyone in the country must 
contribute to the service according to his 
ability to pay. 

Would it be right or proper that one 
citizen should have some better kind of 
medical service than another, and is the 
citizen who is to be excluded from the 
benefits of the public service the one 
who, in fact, has made a larger contribu- 


tion to the cost of the service than the . 


citizen who is included? If the wealthy 
man has contributed to the medical ser- 
vice according to his ability to pay he 
must clearly be granted the right, whether 
he wishes to avail himself of it or not, 
to all the facilities that are provided by 
the service. 

Custom and tradition count for a great 
deal, and in a period of transition there 
must remain a large amount of private 
practice gradually and slowly dying ; but 
if the same doctor is to take part-time 
salaried service under the national scheme 
based on a publicly provided centre, and 
concurrently carry on private practice 
from his surgery, confused and chaotic 
problems will persist. It would be idle 
to gloss over the fact that, however long 
the transitional period may be—and it 
may well prove to be much longer in 
consultant and specialist practice than in 
the case of the general practitioner—the 
days of private practice would éventually 
come to an end. For private practice 
would mean the right of a doctor and 
patient to come to an understanding as 
to the fees to be paid for a service for 
which the patient has already paid in full 
and which cannot be better than the best. 

During the transitional period ques- 
tions of compensation will have to be 
settled, probably in each individual case, 
by a court‘of arbitration. Parliament 


may well regard as worth while a gener- 
ous scheme of compensation as part of 
the price of getting the best possible and 
most comprehensive service. This is not 
the place to examine the problems of 
the transitional period or the problems 
of compensation, but merely to recognize 


frankly that they are formidable. It is 
clear that a standing court of arbitration 
would have a long period of operations, 
dealing with individual cases in diminish- 
ing volume throughout the whole period 
of transition. 


Central and Local Administration 


With regard to administration, there 
should be whole-hearted approval for 
two statements in paras. 51 and 52 of the 
report. One central authority should be 
concerned solely with all the civilian 
medical and auxiliary services of the 
country, and this authority must be 
responsible through a Minister to Parlia- 
ment. The Minister in the exercise of 
his powers would require, for the wider 
problems of administration (especially 
those relating to the co-ordination of the 
work of the various local authorities), a 
secretariat with the necessary financial, 
registration, and accounting arrange- 
ments; but the “Central Medical Ser- 
vices Board which is predominantly 
medical in its composition” which is 
visualized (although as an alternative to 
another scheme) in para. 52 is one that 
would command general assent. | This 
Board, it is proposed, in addition to 
advising the Minister, would have 
“executive functions in regard to the 
entry of the profession into the public 
medical service, disciplinary machinery, 
superannuation arrangements, and pos- 
sibly postgraduate and refresher course 
arrangements.” 

With regard to local centres of ad- 
ministration, the local authorities of this 
country as at present constituted are 
already greatly overworked, and it is the 
trend of modern legislation continually 
to add to their burdens. The proposal 
to link the existing public health services. 
including hospital administration, with 
the new public medical service would 
mean that the existing local authorities 
would have to be closely associated with 
or represented on any new authority that 
was established. But it does not seem 
open to question that new local authori- 
ties with large areas should be set up. 
and that in the schemes for establishing 
these authorities something like the 
counterpart locally of the Central Medical 
Services Board should be reproduced. 

The questions relating to central and 
local administration are of the highest 
importance, but when the controlling 
authority has been decided unon, what 
really matters is the quality of the ser- 
vice ultimately provided at the local 
centres—that is the work of the practi- 
tioner himself. The controlling authority 
may be very efficient and wisely con- 
stituted, but it is the “delivery of the 
goods” by the individual doctor that 
matters. Parliament will decide, but will 
be guided very largely by those who will 
have to “deliver the goods.” 


Dr. J. H. Sequeira, F.R.C.P., F.R.CS., 
well known in this country as physician in 
charge of the skin department of the London 
Hospital from 1903 to 1927, has recently 
returned from Kenya after a stay of 15 
years. That he has taken an active part in 
the medical affairs of Kenya has been shown 
by the reports we have received and pub- 
lished from the Kenya Branch of the B.M.A. 
from time to time. He was president of the 
Branch in 1929 and 1933, and for 10 years 
edited the East African Medical Journal. He 
has also been consulting dermatologist to the 
East African Forces. The council of the 
Kenya Branch gave a farewell dinner for 
him early last year. 


E.M.S.: PATHOLOGISTS’ FEES 
The scale of fees payable to pathologists 
at E.M.S. hospitals has been agreed with 
the Central Medical War Committee, and 
is the subject of the latest Ministry of 
Health circular (No. 2752) to county 
and county borough councils and other 
authorities with hospitals in the E.M.S, 
and all voluntary hospitals in the scheme, 
The following are the essential para- 
graphs from the circular. 


Voluntary Hospitals on the Occupied-bed 
Basis 


“2. A scale of fees, applicable only to 
Emergency Scheme work, has now been 
decided upon in agreement with ghe Central 
Medical War Committee. It will apply 
either where the pathologist is not in receipt 
of a whole-time salary or where, although 
receiving what is described as a full-time 
salary, he is not, at Dec. 31, 1942, pre- 
cluded from undertaking pathological work 
for outside bodies or persons. The fee will 
be payable both for examining and report- 
ing on specimens sent to the laboratory and 
where the pathologist makes an investiga- 
tion and report upon a_ patient referred 
directly to him by an outside doctor. In the 
case of patients sent in the first place to a 
clinical specialist. and subsequently referred 
by him to the pathologist, the proportion of 
the specialist's fee payable to the pathologist 
is a matter for local arrangement. 

It has been agreed that the pathologist’s 
fee shall be reckoned on the unit basis. The 
number of units to be computed for each 
investigation is shown on the Schedule to 


‘this circular. The maximum fee per unit is 


ls. 6d., to include both professional fee and 
overhead expenses, but since there is much 
variation in the incidence. of overhead ex- 
penses it has been decided to regard Is. as 
the professional charge and 6d. as represent- 
ing overhead expenses. 


As regards the professional charge, if: 


more than one examination is carried out by 
a pathologist on the same patient the units 
will be aggregated subject to a maximum 
payment of one guinea. 

3. Financial Arrangements.—The hospital 


should claim each month the full amount of | 


ls. 6d. a unit and pay to the pathologist the 
specialist fee of 1s. a unit together with that 
part of the 6d. a unit agreed to be his share 
of overhead expenses. (The overhead ex- 
penses, as stated above, are reckoned at 6d. 
a unit, and if these are fully borne by the 
pathologist he may claim up to this amount 
from the hospital. When only part of the 
expenses is met by the pathologist the re- 
imbursable amount will be reduced accord- 
ingly.) The claim on the Department should 
be in the form of a certified statement 
attached to Form E.M.S. 151A, setting out 
the number of investigations, the unit equiva- 
lent, and the amount claimed. The cases in- 
volved should be excluded from the number 
of out-patient attendances shown on the 
front of Form E.M.S. 151A or Form A.G. 
136. If a retrospective claim is made under 
paragraph 4 it should be stated whether the 
out-patient attendances involved were ex- 
cluded from the relative monthly returns. 

The amounts claimed will normally be 
reimbursed monthly in full and final settle- 
ment. A sum equivalent to the hospital’s 
own share, if any, of the 1s. 6d. units should 
therefore be excluded from Column (1) of 
Form A.G. 136. The form A.G. 136 will 
thus exclude pathological expenditure in- 
curred in dealing with cases falling within 
the ambit of this circular. 

4. The above-mentioned scale of fees will 
operate as regards pathologists in occupied- 
bed-basis hospitals as from Sept. 1, 1941, 
and claims for work done before that date 
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and not yet met can, if desired, be submitted 


on the unit basis. 


Pathologists receiving Sessional Fees _ 

5. It has been decided, with the concur- 
rence of the Central Medical War Committee, 
to substitute the new scale for the sessional 
fees at present paid to pathologists on Class 
III contracts at hospitals other than those 
on the occupied-bed basis. The nature of 
the pathologist’s work does not lend itself 
readily to the calculation of fees on a 
sessional basis, and it is felt that the charge 
per unit will be more appropriate. The 
pathologists concerned will be notified indi- 
vidually of the change in the method of 
remuneration. All work done by them on 
and after Jan. 1, 1943, in respect of patients 
under the Emergency Hospital Scheme, 
whether in respect of patients in the hos- 
pital or referred by outside doctors, will be 
chargeable on the new scale. 

6. The pathologist will claim from the 
Department on the form which will be sup- 
plied—namely, at the rate of Is. per unit— 
and will look to the hospital for payment 
of any sums in respect of overhead expenses 
borne by him. These payments will be made 
by the hospital out of the 6d. allowed for 
the purpose, which the hospital should ciaim 
from the Department. The claim should be 
made in the form of a certified statement as 
in paragraph 3 above, attached to Form 
E.M.S. 151A in the case of voluntary hos- 
pitals and to A.G. 138 in the case of muni- 
cipal hospitals. A sum equivalent to the 
hospita!l’s own share of the 6d. per unit 
should be excluded from Column 1 of 
A.G. 136 or Column 2 of A.G. 138 as the 
case may be.” 


Schedule 

No. Test Units 
pglutination: for one antigen a sy 
_ for each additional antigen 1 
2 Blood, alkali reserve .. 
3 » Arneth count .. 

4 », bilirubin, van den Bergh test, quan- 
5 » calcium estimation... 7 
6 cell count, R.B.C. and haemoglobin 3 
8  Cholesterin estimation 5 
9 coagulation time 3 

10 count (complete with differential 
. film and haemoglobin estimation) 8 

corpuscular and mean corpuscular 
12 + creatinine 5 
13 » culture .. 
14 diastase estimation 
15 » fat estimation .. 
16 .. film. differential count only 3 
17 .. G.C. complement, deviation test .. 10 
For each additional serum Z 
18 » grouping (per blood) a 1 
19 ,, haemoglobin estimation 1 
20 » Kahn test 
21 ». for malaria or other parasites .. 4 
22 ». Matching for transfusion (per donor) 1 
23 Phosphatase es‘imation is 
24 Phosphates estimation 
25 »» Plasma protein, total 
26 Platelet count .. > 
27 »»  prothrembin index 4 
28 ,, Ted cell fragility test 5 
29 » reticulocyte count 3 
30 ». sedimentation rate 3 
31 », Sugar estimation 

sugar tole ance (2}$-hour curve), 
blood and urine tests a ae 

33 »,  sulpharilamide concentration: 

for first specimen .. “is 6 
for each additional specimen 3 
34 urea estimation 5 
35 » Uric acid estimation .. 6 
36 Wassermann test 10 
37 White cel! count only 6 

38 Cerebrospinal fluid, ba~teriological, for T.B. 
Gram film and culture 5 

39 ae » cell count, globulin, 
protein 
40 », Chloride estimation 2 

41 os , Lange gold curve, mas- 
tic, 
42 i » Sugar estimation 5 
43 urea estimation 

44  Wassermann test (per 
fluid. one in a batch) 2 
45 Calculi, qualitative chemical examination .. 5 
46 Diphtheria, differentiation .. ye 6 
47 Faeces, benzidine test for blood” .. 1 
48 » culture for pathogenic bacteria 6 
49 » examination for T.B. Ne 5 


No. Test Units 
50 Faeces, microscopical exam. for ova, para- 


sites, food residues 
51 +» Quantitative analysis of fats and 
fatty acids 15 


52 Gastric contents, 1 sample, microscopical 
exam.: acid and chloride estimations .. 4 
53 Guinea-pig inoculation for T.B. and pre- 


liminary microscopy 10 
54 Hair or scales for fungi .. 
55 Pregnancy, Zondek-Aschheim or Friedman 
56 Pus or fluid, Gram film only ex ek. ee 
Gram film and culture: 
aerobic 4 
58 Gram film, culture and exam. 
for T.B. “6 
60 Renal efficiency test (blood and urine tests) 15 
61 Sections of tissues, routine (per block) .. 7 
When a series of ** biocks ’’ is examined 
for any one case—maximum 
62 Sputum for culture .. 
63 & or fluid for malignant cells 10 
65 Swabs: throat, nasal, aural for diphtheria 
66 Swabs, as above, for film and culture 
(Vincent’s and K.L.B.).. 
67 Test meal, full fractional .. 12 
68 Treponema, serum examination for 3 
69 Urine, calcium quantitative .. ne 8 
70 chlorides quantitative 
71 culture only .. 
72 diastase estimation .. 4 
73 i or serous fluid, film of centrifuged 
deposit for T.B. .. 
74 Ps Gram film of centrifuged deposit 
for pus and organisms... 
lead, quantitative estimation 15 
76 .» phosphate, quantitative 6 
77 Pe protein (quantity by opacity) 2 
78 »  ,foutine exam. sp. reaction, 
albumin, sugar, acetone’ or 
diacetic acid, and wet film for 
casts, etc. 3 
79 Ee sugar quantitative > 
81 Vaccines, preparation of autogenous (irre- 
spective of nature or variety of organisms 


Notes 

1. An addition of two units is to be made to 
each complete examination when the paticnt comes 
to the laboratory or when the specimen is taken 
by the pathologist. 

2. In the case of pathologists visiting patients at 
a distance, they should be paid the same mileage 
fees as are, or may be agreed upon for, other medi- 
cal specialists. 


DOCTORS’ PETROL ALLOWANCES 


-In common with all other essential users 


of private cars, doctors are again to be 
called upon to effect economies in their 
use of petrol. Doctors’ petrol allow- 
ances for professional purposes will be 
reduced by 10% for the 3-months period 
beginning Feb. 1, 1943, except in those 
cases where the reduction would result 
in an issue of less than 20 units, when 
the minimum allowance will be 20 units. 
As a further necessary measure of 
economy, and in pursuance of the Govern- 
ment policy of discouraging the use of 
high-powered cars, allowances will be 
granted by Regional Petroleum Officers 
on the basis of a performance of not less 
than 20 miles per gallon, whatever the 
horse-power of the car. We are in- 
formed by the Ministry of Fuel and 
Power that during the year at least 
400,000 cars of 12 h.p. or less have 
ceased to be licensed, so that there should 
be no appreciable difficulty in the way of 
changing cars of high h.p. for others that 
are less expensive of petrol. The Re- 
gional Petroleum Officer will give sym- 
pathetic consideration, however, to those 
cases where the continued use of high 
h.p. cars is clearly necessary, as, for 
example, for the regular transport of sur- 
gical equipment, or for a short period 
only while a change of cars is being 
arranged. 
. A reasonable saving in the consump- 
tion of petrol is. the inescapable obliga- 
tion of all petrol users at the present 
time, when increasing quantities have to 
be provided for the fighting Forces and 


replenishment of the nation’s stocks be- 
comes increasingly difficult. Doctors will, 
no doubt, examine most critically the use 
to which they put their cars with the 
objects of eiiminating all unnecessary 
mileage and of contributing in full to 
the conservation of petrol. It is still the 
policy of the Ministry of Fuel and Power 
not to refuse petro) genuinely needed for 
essential medical work, and where. a 
doctor can show, after a reasonable trial, 
that the reduction in his allowance will 
curtail his essential medical activities the 
Regional Petroleum Officer, in consulta- 
tion with the Medical Liaison Officer, 
and, if necessary, the Local Medical War 
Committee, will make such restoration of 
the 10% cut as may be considered neces- 
sary in the public interest. 

In the Supplement of May 23, 1942, 
we stated that a doctor who has estab- 
lished his claim for a given allowance 
will receive that amount in one lot, but 
it should be realized that the present 
general reduction will automatically re- 
duce any previously agreed figure. 


Correspondence 


Free Choice of Doctor and Certification 


Sir,—Dr. H. Guy Dain (Supplement, 
Jan. 2, p. 4) makes some comments and 
criticisms of my article on this subject 
which appeared in the previous issue. 
His first complaint is that a number of 
assertions made appear as statements of 
fact and are not prefaced in each case 
by the words, “in my opinion.” Facts 
are for the most part no more than 
widely held opinions based on evidence 


that at the time appears to be conclusive ; 


thus the facts of to-day may be untrue 
to-morrow (e.g., that the earth is flat). 
I cannot say how many share my views, 
but those who do appear to be numerous 


judging by my post bag and other com-. 


munications. The assertions complained 
of have been based on an extensive 
experience of the medical world from 
many angles. I was born and bred in a 
general practice. Since then, having 
worked in a considerable number of 
hospitals for a considerable number of 
years, I have been in frequent contact 
with many general practitioners, and for 
more than twenty years with the prac- 
tical application of the Workmen’s Com- 
pensation Act and with medical juris- 
prudence in general. 

As regards free choice of doctor -by 
patient for therapeutic purposes, | am 
entirely in favour provided there is a 
direct contract between the two. If 
medicine should become ‘entirely or 
mainly a State-run social service with 
hospital treatment included, the preserva- 
tion of free choice even at its present 
limited level is doubtful. It does not 
exist in the Services, and the analogy of 
schooling does not negative this prog- 
nostication. State-provided elementary 
education gives no choice to the vast 
majority and is compulsory, except for 
the minority who can afford to make 
their own private arrangements. 

On the question of the attributes that 
lead to the — measure of patronage 
and thus of prosperity in medical prac- 
tice, surely it is axiomatic that pure pro- 
fessional knowledge and skill play a 
minor role. To quote the memorandum 
of the Medical Practitioners’ Union: 
“ Patients like or dislike particular doc- 
tors for a great variety of reasons, most 
of which have very little to do with the 
skill which the doctor places at their 
service.” 
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12 Jan. 16, 1943 


CORRESPONDENCE 


SUPPLEMENT To THE 
BritTIsH MEDICAL JOURNAL 


The description “failed social experi- 
ment” as applied to the Workmen's 
Compensation Act, as it has operated in 
practice up to the present time, is a 
quotation ; and I am-certainly not alone 
in so regarding it, judging by the amount 
that has been said and written on the 
subject. 

I retract nothing of what I have said 
on certification. But Dr. Dain misinter- 
prets my remarks into a general charge 
of dishonesty, disregarding the more 
subtle mechanisms of motivation. I 
maintain that doctors should not be put 
in the invidious position of having to 
give or withhold from their own clients 
certificates upon which the receipt of 
benefits from society depends. From 
inquiries I am satisfied that many practi- 
tioners would be glad to be relieved of 
this. An acquaintance in general prac- 
tice has recently told me that the 
majority of those attending at his surgery 
nowadays call only to obtain some kind 
of war certificate, many being complete 
strangers to him. As a rule he issues the 
certificate demanded without undue hesi- 
tation, satisfying his mind with the 
thought that the Ministry of —— will 
not take much notice of it and also by 
refusing to accept a fee. In support of 
my thesis is the fact that the Ministry 
vf Labour in consultation with the 
Ministry of Health has found it necessary 
to establish a system of independent 
medical referees to decide the merits of 
applications on medical grounds for re- 
lease from scheduled employment or 
from taking up employment under direc- 
tion in any case where a medical certi- 
ficate submitted by the worker does not 
make it clear beyond all doubt that he 
is suffering from a specific illness or dis- 
ability that clearly renders him unfit. Of 
course, frank dishonesty does occasionally 
come to light. Recently a hospital out- 
patient told me that he had had “six 
weeks’ holiday on the panel” while ad- 
mittedly in good health. Dr. Dain 
thinks that a satisfactory compromise is 
arrived at by there being several persons 
who return to work before they are really 
well for every one who would extend his 
period of incapacity improperly—i.e., 
two wrongs make a right. Surely we 
should aim at two “rights,” even. if it 
costs the public more. I am concerned 
with principle and not with cost; and 
the suggestion that the National Health 
Insurance scheme might become bank- 
rupt if each sick person drawing benefit 
todk one extra day of his benefit, 
though hard to credit, is irrelevant. 
Social service contributions are based on 
claims experience, and social service 
schemes are not in danger of being 
allowed to go bankrupt.—I am, etc., 


London, W.1. B. BUCKLEY SHARP. 


-Sir,—Dr. Buckley Sharp (Supplement, 
Dec. 26, p. 79) describes an uncritical 
readiness to issue certificates as one of 
the attributes most likely to lead to pros- 
perity. Dr. H. Guy Dain (Supplement, 
Jan. 2, p. 4) asserts that this is not true. 
May one ask Dr. Dain for a plain 
“yes” or “no” in answer to this ques- 
tion: All other things—competence, sym- 
pathy, and so on—being equal, is the 
doctor who is uncritically ready to issue 
certificates likely to prosper more than 
his colleague whose issue of certificates is 
rigidly guided by his knowledge that such 
certificates are cheques drawn upon other 
people’s money?—I am, etc., 


DonaLp M. O'CONNOR. 
Brenchley, Kent. 


Scheme for Diagnostic and Key 
Hospitals 

Sir,—May I support the broad prin- 
=_ in the article on this subject (Sup- 
plement, Jan. 2, p. 2), and confirm their 
real practicability as in the example 
quoted. Personally, after some years in 
a London practice, where one’s know- 
ledge and skill were slowly diminishing 
from lack of facilities to join in hospital 
work, it was refreshing to find here such 
facilities, and the chance of adding to 
one’s ability through them. Bureau- 
cratic medicine .and surgery appear to- 
day to aim at taking away from the G.P. 
more and more of the things which he 
“ qualified” to do: to take them away 
not because he cannot do them properly, 
given facilities, but simply in order to 
give more work to “specialists.” Such 
bureaucracy forgets that the higher the 
practical skill of the G.P. on the average, 
the better will be the health and happi- 
ness of the community.—I am, etc., 


Hayle. W. H. PALMER. 


POSTGRADUATE NEWS 


The Fellowship of Medicine announces: Week-end 
course in rheumatism at Rheumatic Unit, 
St. Stephen’s Hospital (L.C.C.), on Sat. and 
Sun., Feb. 27 and 28; revision course in anaes- 
thetics, April 5 to 17, lectures daily at Royal 
Cancer Hospital, and practical demonstrations at 
various London hospitals. 


WEEKLY POSTGRADUATE DIARY 


BritTIsH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.—Daily, 10 a.m. to 4 p.m., Medical 
Clinics, Surgical Clinics and Operations, Obstet- 
rics and Gynaecological Clinics and Operations. 
Daily, 1.30 p.m. Post-mortems. Mon., War 
Course on Special Problems in War Surgery 
begins; 2 p.m., Ear, Nose, and Throat Clinic. 
Tues., 10 a.m., Paediatric Clinic; 11 a.m., 
Gynaecological Clinic; 2 p.m., Genito-urinary 
Clinic. Wed., 11.30 a.m., Medical Conference. 
Thurs., 2 p.m. Dermatological Clinic ; 2.15 p.m., 
X-ray Demonstration on the Duodenum and Small 
Intestine by Dr. E. J. E. Topham. Fri., 12.15 
p.m., Surgical Conference ; 2 p.m., Gynaecologi- 
cal Conference ; 2 p.m., Sterility Clinic. 


FELLLOWSHIP OF MEDICINE, 1, Wimpole Street, W. 
—London Homoeopathic Hospital: Wed. after- 
noon (limited to 6), Clinical Surgery Demonstra- 
tion. National Heart Hospital: Tues. and Wed., 
10 a.m., Out-patient clinics. 


DIARY OF SOCIETIES & LECTURES 


RoyaL Society OF MEDICINE.—Tues., 4 p.m. 
General Meeting of Fellows. Thurs., 2 p.m. 
Section of Dermatology. Fri., 2.30 p.m. Section 
of Disease in Children; 2.30 p.m. Section of 
Epidemiology and State Medicine. Sat. (Jan. 23), 
10 a.m., Section of Neurology, at National 
Hospital, Queen Square, W.C. 

MEDICAL SociETY OF LONDON, 11, Chandos Street, 
W.—Mon., 4 p.m. Discussion: Defective Nutri- 
tional Deficiencies during Pregnancy and Lactation 
and the Influence on the Mother and Child, to be 
—— by Prof. James Young and Dr. T. Izod 

nnett. 


B.M.A.: Diary of Central Meetings 
FEBRUARY 
3. Wed. Council, 10 a.m. (change of date). 


B.M.A.: Branch and Division Meetings 
to be Held 
PertH BraNcH.—At Perth Royal 
Thurs., Jan. 21, 8.30 p.m. Dr. W. D. 
Psychopathic States. 


Infirmary, 
Chambers : 


Corrigendum.—In the summary of the 
views of constituent bodies on the report of 
the Medical Planning Commission in the 
Supplement of Jan. 2 the words “ Royal 
College of Physicians” in the last line of 
column 1 shculd read “ Royal College of 
Obstetricians and Gynaecologists.” It was 
the latter hody which called for a limitation 
of panel lists. 


MEDICAL WAR RELIEF FUND 
FORTY-FIRST LIST 


Amount previously acknowledged, £47,711 2s. 
and £100 34% Conversion Stock and £40 3% 
Defence Bonds 


Individual Subscriptions 

£10 10s.—Mr. J. Bastow, Bath. 

£5 5s.—Mr. A. R. Brinsden, St. Albans. 

£2 2s.—Surg. Lieut. A. L. Lankester, R.N.V.R.; 
Col. W. O'S. Murphy, I.M.S., (ret.) (2nd donation) ; 
Dr. R. Willcocks, Chelmsford (2nd donation) ; Dr. 
G. R. Wilson, Ongar (2nd donation). - 

£1 1s.—Major W. Happer, I.M.S., and Mrs. 
Happer (15th donation); Dr. G. A. Quinnell, Mil- 


borne Port. 
G. D. Denlow, R.A.M.C. (2nd 


£1.—Lieut. 
donation). 

£38 16s.—Lincoln Division—per Mr. G. A. Bagot 
Walters (amount already sent £288 15s.): Drs. 
T. W. and P. Chapman, £10 10s. (2nd donation) ; 
Dr. D. F. Menzies, £5 Ss.; Dr. E. W. Wood- 
bridge, £1 (2nd donation) ; Dr. A. S. Green, £2 2s. 
(nd donation); Dr. K. M. Monteith, £1 1s.; 
Mr. J. A. Hadley, £3 3s. (2nd donation) ; Dr. L. T. 
Dean, £5 Ss. (2nd donaticn); Dr. W. P. Roe, 
£2 2s. (2nd donation); Dr. B. Sweeten, £2 2s.; 
Dr. F. G. Ashton, £1 1s.; Dr. J. C. Gray, £1 Is. 
@Qnd donation); Dr. F. W. Shegog, £2 2s. (2nd 
donation) ; Dr. A. Picken, £2 2s. (2nd donation). 

£33.—North Northumberland Division—per Dr. 
McDonald (amount already sem 
£57 9s. 9d.): Dr. V. E. Badcock, £3 3s. (2nd 
donation); Dr. R. S. Smart, £1 1Is.; Dr. HF. 
Park, 10s. (2nd donation); Dr. A. N. Bousfield, 
£2 2s. (2nd donation); Dr. Scott Purves, £1 Is. 
(nd donation); Dr. F. B. Macaskie, £1 1s. (2nd 
donation) ; Dr. T. G. Wilson, £1 1is.; Dr. A.-M. 
Reid, £1 Is.; Dr. I. A. H. Jaboor, £1; Dr. J. A. 
Macleod, £1 Is.; Dr. J. A. Smail, £5 5s. (2nd 
donation) ; Dr. D. T. McDonald, £3 3s. (3rd dona- 
tion); Dr. Jas. McDonald, £3 3s. (2nd donation) ; 
Dr. W. M. P. McDonald, £3 3s. (2nd donation) ; 
Dr. P. W. Maclagan, £1 Is. (2nd donation) ; Col. 
H. M. Morton, £1 1s. (2nd donation) ; Dr. J. C. D. 
Mitchell, £1 1s. (2nd donation) ; Dr. W. G. Scott, 
£2 2s. (2nd donation). 

£27 14s. 9d. ($124.00).—Canadian Medical 
Association (amount already sent, £1,406 4s. 1d.): 
Saskatchewan Division. 

£10 10s.—Leyton Medical Board No. 1—per Dr. 
W. M. Fairlie (amount already sent £100): Dr. 
S. N. Forbes, £1 1s. (2nd donation) ; Dr. R. Spears, 
£1 1s. (2nd donation); Dr. J. S. Daver, £1 Is. 
(2nd donation) ; Dr. L. W. Batten, £1 1s. (2nd 
donation) ; Dr. W. Dobbin, £1 Is. (2nd donation) ; 


9d. 


Dr. D. J. Cochrane, £1 1s. (2nd donation); Dr.° 
J. F. Broughton, £1 1s. (2nd donation); Dr. P. - 


Mitchell, £1 1s. (2nd donation); Dr. W. M. 
Fairlie, £2 2s. (2nd donation). 

£5.—Medical Society of Plymouth—per Mr. 
Elliot Square (amount alreadyy sent, £5). 

£1 1s.—Perth Branch—per Dr. D. B. Low (Dr. 
C. A. Herron). 


Local Medical and Panel Committees 
£32 4s. 6d.—Midlothian (9th donation). 
£29 11s. 7d.—Clackmannan (Sth donation). 
£20 7s. 6d.—Dumbarton County (8th donation). 


Total—£47,936 13s. and £100 34% Conversion 
Stock and £40 3% Defence Bonds 


Cheques, payable to the Medical War Relief 
Fund, should be sent to Dr. G. C. Anderson, 
Honorary Treasurer of the Fund, British Medical 
House, Tavistock Square, London, 


BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head is 10s. 6d. This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday 
morning to ensure insertion in the current issue. 


BIRTHS 


MACKENZIE Crooks.—On Jan. 4, 1943, to Gwy, 
wife of W/C L. Mackenzie Crooks, a brother for 
Elizabeth and David, at Red House, Wendover, 

MILLIGAN.—On Jan. 6, 1943, at Adlington Hall, 
Cheshire, to Margaret (née Ellis), wife of Capt. 
A. B. Milligan, R.A.M.C. (over-seas), a son. 

MONTGOMERIE.—-On Dec. 13, 1942, at Bow Bells, 
Bawbrook, Shrewsbury, to Nora, wife of Major 
James Montgomerie, R.A.M.C., over-seas, the gift 
of a sister for Jamie. , 

Pace.—On Jan. 2, at Dunstall House Nursing 
Home, N.W.3, to Margaret (née Moore White), 
wife of Lieutenant L. G. M. Page, R.A.M.C., a 
son. 

TuHompson.—On Jan. 5, 1943, to Dorothy, wife of 
Brian Connor Thompson, M.D., of 7, Marchwood 
Crescent, W.5, a daughter. 

TOMKINSON.—On Dec. 20, 1942, at Dorset House, 
Cheslyn Hay, Staffs, to Dr. Agnes Tomkinson 
(née Sutherland), wife of Dr. O. W. R. 
Tomkinson, a daughter. 
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